Data Element
Basis for Selection, Consideration, or Rejection
Priority Data Elements Date of Birth/Age
Gender (M/F)
Date and Time:
•  Call for assistance (or EMS dispatch)
•  Arrival on scene
• Departure from scene
• ED arrival
Prehospital Assessment
Spontaneous Breathing (Y/N):
•  On arrival at scene
•  On arrival at hospital Spontaneous Pulse (Y/N):
•  On arrival at scene
•  On arrival at hospital
Level of Consciousness on Arrival at Scene (A/V/P/U)
Alert
Response to .Voice
Response to Pain
Unresponsive Disposition:
Left at scene
Transported Transported to:
Hospital identification number
(Hospital zip code)
Zip Code for Site of EMS Encounter
Relationship of age to number and nature of emergency events and to outcomes; facilitate linkage between ED and EMS records; may not be routine part of current prehospital data collection; the committee encourages use of date of birth, which is a better tool for record matching.
Distinguish differences in types of emergencies (and therefore service needs), especially among adolescents.
Calculate elapsed time in stages of prehospilal care; travel time can be an indicator of distances; ED arrival time can facilitate linkage between EMS and ED records.
Time reporting is often retrospective; need to be aware of limits on accuracy.
Nature of patient's condition (e.g., injury, illness, uncertain).
State of breathing and pulse give an indication of acuity; deterioration or improvement on arrival at hospital.
Indication of acuity, salvageability; use to assess destination choices and triage practices.
Distribution of cases by action taken; assess relationship of acuity to disposition.
Nature of destination ED (community hospital versus referral center); possible development of denominator data; facilitate linkage between EMS and ED records.
A consistent national system; location of
emergency relative to location of initial hospital care; analysis of transport and triage practices; location of events for prevention analysis; possible development of denominator data; can aid in matching EMS and ED records when location zip code is also home zip code. particular elements (especially of the GCS). A somewhat similar case is made for collecting certain kinds of zip code information as part of the prehospital data set. That is, even though such information is not now routinely collected by EMS agencies, it will be valuable for system evaluation, planning, and descriptive work, and the committee therefore advises that these data elements be included in routine data collection. to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
